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The Future of Neurology 
ROLAND P. MACKAY, M.D. 
Chicago, Illinois 


Presidential addresses are monstrous 
things—neither fish nor fowl, neither sci- 
ence nor art, and certainly not literature. 
They are, nevertheless, apparently unavoid- 
able. They should not report specific work, 
but should be written out of the depths of 
one’s heart, tinctured somewhat with a phi- 
losophy which has been distilled out of the 
raw material of experience. Often such ad- 
dresses have been retrospective, concerned 
with personalities and events which time has 
encrusted with legend. Tonight I should 
like to face the future and discuss for a 
short period what I think lies in store for 
neurology. Please note that I say neurol- 
ogy, meaning neurology in its totality, and 
not simply psychiatry, nor mental hygiene, 
nor neurosurgery, nor psychoanalysis, but 
neurology as the mother and the eventual 
sustainer and nourisher of them all. For, 
without neurology, psychiatry is empiricism, 
neurosurgery is but untutored and danger- 
ous meddlesomeness, and psychoanalysis 
thinly-veiled mysticism. 

Neurology—the study of the nervous sys- 
tem—is, I believe, experiencing a new birth. 
Constantly, old technics and methods ex- 
haust themselves and cease to be fruitful, 
while new fields are invaded and new van- 
tage points afford new perspectives. Today, 
we are witnessing with especial clarity this 
process of change. Old methods and view- 
points, like the rings of a tree, have ceased 
to represent the frontiers of growth, al- 
though they may still serve as the sturdy 
Support of the trunk and as the signature 


of history. If we are to appraise the future 
of neurology, we must first take note of 
those regions in which she has become static 
and in which but little progress is to be ex- 
pected. In doing this, no offense is intended 
to those who have so nobly furthered the 
advances of the past. Quite the contrary— 
as we shall see, it is the perfection of their 
work which has limited their efforts. 

What, then, are some of the neurologic 
technics which, in a large measure, have run 
their course? 


Exhausted Technics 


Pathology was the discipline which first 
made of neurology a science. The brilliant 


figures who officiated at the real birth of | 


neurology were Virchow, Nissl, Alzheimer, 
Bielschowsky. They, with others who 
brought the youngster to maturity, have had 
their day and are gone. A few outstanding 
figures remain among us, but barring un- 
foreseen developments, pathology cannot 
hope to reveal much that is new or helpful 
in neurology. Unless new methods are in- 
troduced, and except perhaps, for vital 
stains, it seems hardly possible that major 
pathologic advances will occur, since prac- 
tically every disease of the nervous system 
has been meticulously studied and the find- 
ings recorded in numerous reports. For di- 
agnosis, teaching, and the maintenance and 
filling out of pathologic knowledge, this sci- 
entific method will continue to be indispen- 
sable, but not for greatly advancing the 
frontiers of the field. 
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The exhaustive clinical descriptions which 
together with pathology led to the subdivi- 
sion of neurologic diseases into the present 
clinical categories similarly leave little to be 
expected. There can be meager profit in the 
further description of new series of cases, 
of new methods of examination, of new re- 
flexes and their alterations. Undoubtedly 
present clinical methods will be refined and 
expanded here and there, especially as the 
results of newer advances illuminate the still 
dark areas of neurology. Our clinical meth- 
ods must however be changed by advances 
elsewhere, and are not themselves destined, 
I believe, to play the active role. Clinical 
neurology is of course the cutting edge of 
our tool—the point at which the whole sci- 
ence of neurology achieves significance and 
obtains its justification—its raison d etre. 
But no man can hope to aid largely in the 
advance of neurologic science by using 
purely clinical methods. The recent uncov- 
ering of the importance of herniation of the 
nucleus pulposus is an example of the type 
of advance which clinical efforts may be ex- 
pected to achieve—important and valuable, 
yes, but not fundamental, not contributing 
to basic conceptions, not altering the philos- 
ophy of neurology. 


The heroic structure built by neurologic 
surgery in the past fifty years is still the 
chief glory of neurology in modern times. 
There is nothing to compare with it. The 
surgeon’s fingers have achieved what seems 
to be mechanical and technical perfection. 
The failures of neurosurgery (and make no 
mistake, they are considerable) must be 
largely ascribed to the nature of the mate- 
rial—infiltrating neoplasms, stubborn infec- 
tions, destructions of tissues incapable of 
regeneration and repair—rather than to 
technical imperfections. Neurosurgery has 
not only offered the only hope in our war 
against tumors and the pyogenic infections, 
it has actually possessed the daring to in- 
vade new territory such as the relief of pain, 
or the reduction or abolition of tremors. 
Even the “soul” itself has not been un- 
touched, and the modern neurosurgeon is 
’ today answering—perhaps rashly—Shakes- 
peare’s historic question: 


“Canst thou not minister to a mind diseased 
Pluck from the memory a rooted sorrow, 
Raze out the written troubles of the brain, 
And with some sweet oblivious antidote 
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Cleanse the stuff’d bosom of that a 
stuff Perilous 
Which weighs upon the heart?” 


But the very perfection of surgical technic 
warns us that the future can SCarcely gee 
much more advance in this field for q lon 
time. Eventually, perhaps newer and more 
precise knowledge of cortical function may 
teach the neurosurgeon more about excision 
for relief of certain symptoms; Perhaps 
even a refinement of the Horsley-Clarke ap- 
paratus may permit destruction of specific 
subcortical pathways, but I submit that 
great advances in neurosurgery, as in clini. 
cal neurology, must now wait on advances 
in more fundamental fields. 


Promising Technics 


Recent important work already heralds 
great progress in neurophysiology. Until 
almost the present time, ignorance of the 
nature of the nerve impulse, its chemistry 
and the chemistry of the synapse and the 
neuromuscular endplate, has remained over- 
whelming. Similarly, the chemistry of mus- 
cular contraction and its disorders has con- 
tinued to be a tantalizing mystery. If these 
extremely fundamental problems have never 
been solved, how much further from solu- 
tion has been the nature of cerebral or neu- 
ral organization? Upon the formation of 
engrams and the direction of flow of neural 
impulses to and fro in the cortex and sub- 
cortical pathways depend the infinite va- 
riety of human personality, the processes of 
learning and education, of inhibition and for- 
getting, of sleep, convulsions, behavior. The 
thrilling disclosures as to the chemistry of 
the nerve impulse and the interrelationships 
of acetylcholine, choline acetylase and cho- 
linesterase, as well as the energy transfor- 
mations underlying these changes (Nach- 
mansohn, et al.) suggest a vast field lying 
ready for exploration. 

Consider those two strange conditions, 
myasthenia gravis and myotonia, which, in 
their responses to prostigmine and quinine, 
are physiologic opposites. What illuminat- 
ing revelations are not close at hand in our 
study of their chemistry? Further, the as- 
tonishing disease, periodic family paralysis 
and the equally astonishing effect of the 
administration of potassium suggest that ex- 
tremely simple deficiencies may produce 
serious dysfunction. The importance of de- 
ficiency of sodium in the weakness of Addi- 
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son’s disease, and the benefits of the sup- 
plying of sodium to such patients, have been 
known for years. Perhaps all these facts 
seem isolated, and yet they represent sig- 
nificant progress in the conquest of our igno- 
rance of neuromuscular disorders. 

It appears as if all this ingenious work 
and its results may supply tools for the un- 
derstanding of the physiology of muscles 
and nerves, and eventually of their disorders. 
Who can predict how soon we may not know 
much more about the muscular dystrophies, 
myotonia, myasthenia gravis, numerous fa- 
tigue states in thyrotoxicosis and Addison’s 
disease, and perhaps the progressive mus- 
cular atrophies? Many of these neurologic 
disorders may be found due to, or intimately 
pound up with, disturbances in other parts 
of the body, such as the liver, adrenal and 
other endocrine glands. Thus neurology will 
become more closely related to general med- 
icine, and a familiarity with general medi- 
cine will become even more indispensable to 
the neurologist. 

In another field, advances have been made 
in recent years which promise new discov- 
eries. The laborious efforts of the anatomist 
to uncover the fiber connections between 
different areas of the cortex and between 
the cortex and subcortical gray masses left 
much to be desired. That work was impor- 
tant but gross, crude and static. The method 
of “physiologic neuronography,” a study of 
neural connections by strychninization and 
the electrographic recording of neural ac- 
tion, as introduced by Duser de Barenne and 
now being ably carried out by his followers, 
promises a much more subtle and dynamic 
picture of these pathways, and this func- 
tional as distinct from the structural anat- 
omy of the older methods, should prove ex- 
tremely valuable to our understanding of 
cerebral organization. 


Clinical electroencephalography, on the 
other hand, has proved to have less worth 
than was hoped. Its localization of brain 
tumors is inferior to that of clinical and 
pneumographic methods; its aid in the study 
of epileptic and related convulsive disorders 
has perhaps given rise to more questions 
than answers. Nevertheless electroencepha- 
lography will undoubtedly contribute to our 
understanding of neurophysiology and will 
prove to be a valuable tool in studying the 
effects of modern shock therapy, and per- 
haps in estimating the effects of various 
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types of cortical excision and so-called lobo- 
tomies. 


Turning to clinical problems, we must note 
the increasing importance of chemotherapy. 
The effect of the sulfonamides in bacterial 
infections is a miracle not quite appreciated 
by those not constantly busy with the treat- 
ment of patients. The enthusiasm of today 
is undoubtedly excessive. From the hope- 
less. despair with which we formerly re- 
garded all meningitis except meningococcic, 
we have swung to unwarranted optimism. 
These fearful diseases are not yet conquered. 
But the new substance, penicillin, offers hope 
that many bacterial infections which are re- 
fractory to the sulfonamides may surrender 
to this new substance. Recent work seems 
to show that penicillin may be effective 
against the virus of psittacosis as well as 
the mycelial infections. Even early syphilis 
may be beneficially affected. The whole con- 
cept of specific chemotherapy, so long a 
dream scarcely justified in medicine, stimu- 
lates the almost confident hope that the 
vast numbers of virus infections of the ner- 
vous system may yet yield to our efforts, 
either with penicillin or other chemothera- 
peutic substances. If so, one can also hope 
that, as always, a new and effective thera- 
peutic method will constitute a new tool in 
unlocking the mysteries of the physiology 
and chemistry of disease—mysteries of the 
general physiology of bacteria and viruses, 
and the chemistry of the response of the 
host to these invaders. 


The greatest remaining challenge to the 
neurologist is the so-called degenerative dis- 
eases, some of them hereditary, others not. 
Regarding the future in this huge field one 
can only speculate, guided by hints already 
received in a few isolated instances. For ex- 
ample, the effectiveness of liver extract in 
the treatment and prevention of subacute 
combined degeneration of the cord is not 
only gratifying to one who knows how hope- 
less this disease once was, but it also dem- 
onstrates that a deficiency—perhaps an er- 
ror of metabolism—may produce a degen- 
eration in the spinal cord, and that such a 
deficiency can be corrected therapeutically. 
The neuritis resulting from deficiency of vi- 
tamin B also demonstrates the same thing 
for the peripheral nerves. It is certainly not 
rash to believe that similar, perhaps meta- 


‘bolic, disorders may lie at the root of such 


apparently hopeless conditions as multiple 
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sclerosis, amyotrophic lateral sclerosis, the 
whole series of demyelinizing diseases of 
childhood and adult life, and perhaps Wil- 
son’s and Pick’s diseases. Witness also the 


disturbances in the metabolism of cholesterol: 


in Schuler-Christian’s disease! Certain re- 
cent immunologic data suggest a further 
possibility. If a man whose blood contains 
an agglutinogen called the Rh factor im- 
pregnates a woman whose blood lacks it, the 
child resulting from the union may inherit 
the Rh factor from the father. The mother 
may then be immunized against this factor 
by the blood of her fetus, and her blood in 
turn may produce hemolysis in her fetus— 
the so-called erythroblastosis fetalis. Sup- 
pose then the existence of a myelolysinogen 
rather than an agglutinogen in the father; 
a similar chain of events could produce mye- 
lolytic degeneration in the infant. This re- 
markable situation with regard tothe Rh 
factor calls for a search for immunologic 
processes in other fields which might ex- 
plain degenerations in the immature ner- 
vous system. All these. questions are ex- 
tremely complex; much work will be needed 
to answer them. But one’s scientific imagi- 
nation leads to the hope and the confident 
expectation that the job will eventually be 
done. 

The hereditary degenerative diseases con- 
stitute a special problem. One must con- 
sider the possibility that metabolic defects 
may be the trait that is inherited, or that 
such defects may destroy or deform the 
genes of the germ plasm, producing neuro- 
logical disturbances in successive genera- 
tions. The discovery and identification of 
such disorders must prove difficult, since 
there is no apparent point of departure for 
experimentation on animals. 

I am convinced that one approach must 
be made to the problem of the spastic paraly- 
ses of childhood. This heterogenous group 
of conditions has admittedly many and di- 
verse causes, including asphyxia neonatorum 
and the trauma of birth. There must be 
other factors than these, and the neurology 
of the future must concern itself with their 
discovery. 

It is striking that neurologic theory and 
investigation have so seldom considered the 
fact that maternal metabolism and intra- 
uterine conditions must be highly important 
to the developing fetus and its nervous sys- 
tem. At a time when the immature embryo 
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is undergoing developmental changes of the 


utmost delicacy and importance, jt cann 
but be true that the slightest unfavorable 
circumstances may injure the growing an 
vous system and impede its development Th 
pathologic studies of aplastic brains it is 
often possible to state that development Was 
arrested at a certain time during embryonic 
life, with the implication that some Noxious 
influence terminated development at that 
stage. It would be gratuitous to assume that 
endogenous causes always produced such ar- 
rest. One must consider what deleterioys 
conditions may have existed in the mother 
or in her uterus to injure the nervous Sys- 
tem of the fetus. 


Several factors have operated to hinder 
the investigation of these conditions. In the 
first place, neurologists seldom have the Op- 
portunity of observing women during preg- 
nancy. On the other hand, obstetricians 
who administer antenatal care rarely know 
neurology, and even if they do, they 
promptly turn the newborn over to the pedi- 
atricians, who know little of the mother’s 
condition during pregnancy. And in any 
case, the average antenatal care consists 
only of a judicious mixture of urinalysis, 
sphygmomanometry and harmless and opti- 
mistic jests about the probable sex of the 
child-to-be. The observation of the condi- 
tions of intrauterine life is practically nil, 
and perhaps in the human it can scarcely 
ever be more. ! 

Experimental work must be done on ani- 
mals to investigate this supremely important 
matter. Studies could be made upon the 
metabolism of the fetus in lower animals by 
observing the changes in the maternal blood 
as it passes through the uterus from ar- 
terial to venous sides. We must direct our 
attention to the effects on the fetal nervous 
system of maternal malnutrition, vitamin 
deficiencies, endocrine dyscrasias, disturb- 
ances of the mineral balance, etc. Mild dis- 
eases of the mother during pregnancy, per- 
haps before pregnancy, must be suspect. 
Witness the recent report from Australia of 
congenital cataract, deaf-mutism, heart dis- 
ease, microcephaly and mental retardation 
in children born to mothers who had had 
rubella (German measles) during the first 
three months of pregnancy (Swan, et al.). 
Mumps early in pregnancy also caused cor- 
neal opacities in the newborn. I should say 
that one of the most important elements in 
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the neurologic development of the individual 
must be the integrity and smooth efficiency 
of the maternal placenta, but few ever think 
of it in this connection. To achieve success 
in life it must be as necessary to choose a 
ood placenta to guard one’s embryonic fate 
as to choose the right ancestors. Is it, then, 
too fanciful to imagine some inspired neu- 
rologist of the future inquiring into the neu- 
rologic effects upon the offspring of experi- 
mental interference with the health of the 


mother during gestation? 


There remains only to speculate on the 
future of neurology in relation to anomalies 
of human behavior. From earliest times the 
effort to understand so-called mental dis- 
orders has expressed itself in two distinct 
idioms—first the spiritual, or psychologic, 
and later the organic or physiologic. From 
the days of animism, one follows the first 
trail through the eras of devil possession, 
witchcraft, and various forms of theology. 
In each of these the current explanations of 
human behavior were expressed in terms of 
the popular psychology of that day. Etio- 
logic factors were essentially psychologic— 
they were mental or spiritual entities, such 
as the gods, or devils, or spirits, or, in later 
theological terminology, the wicked or right- 
eous desires of the human soul. In all these 
formulations there was no attempt to ex- 
plain human behavior on a material or phys- 
ical basis. With the advent of scientific 
physiology a serious effort was made to elab- 
orate a theory of behavior in purely mate- 
rialistic terms, and we can trace the devel- 
oping doctrines from phrenology through 
various stages of cerebral localization, en- 
docrinology, behaviorism, and, lately, even 
meteorology. 


The medical profession of modern times, 
and, in particular, the psychiatrist, has fallen 
heir to both these lines of thought, and psy- 
chiatric literature is full of references to 
both psychologic and materialistic terms. It 
was the glory of Freud and his greater and 
lesser satellites to have constructed by far 
the most imposing psychologic explanations 
of human behavior—psychoanalysis and its 
humerous variations and imitations. One 
may wander as he will through the fields of 
this “dynamic psychology” and meet only 
psychic entities—libido, repression, ego, id, 
superego, complex, conversion, displacement, 
transference, regression, and so on and so 
forth, without ever encountering any of the 
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current concepts of the physiologist. So 
magnificently consistent are these psychol- 
ogists that even our disordered dreams are 
but symbolic reflections of this struggle of 
the demons within us; the most innocent 
slips of the tongue betray the horrendous 
depths of our spiritual depravity; and the 
ambitions of youth become but overcompen- 
sation for an ignoble yearning for intrau- 
terine passivity. We even read of the death 
instinct which, in all its manifold expres- 
sions, leads to organic disease through the 
inexplicable wish to die. 


But if the psychiatrist must wrestle with 
these intangible matters, he must also take 
into account the intricate interrelationships 
of a most complex biologic organism, ex- 
pressed in terms of refiexes, both conditioned 
and unconditioned, hormones, immunology, 
pathology, and the complexities of physical 
disease. Can one predict anything as to the 
role to be played by neurology in helping to 
resolve this tangle? 

In the first place, despite the unbounded 
optimism and daring courage of the “dy- 
namic psychologists,” it is obvious that their 
formulations leave much to be desired. Ac- 
tual daily contact with neurotic and psy- 
chotic people gives one the suspicion that 
their impressive “psychologic mechanisms” 
may themselves be the products rather than 
the producers of the illness. They are al- 
most surely colored by the _ psychiatrist’s 
own bent. At least, one can construct just 
as impressive “psychologic mechanisms” in 
cases of encephalitis, toxic delirium, brain 
tumor or neurosyphilis, in which such mech- 
anisms can searcely have a causai relation 
to the illness. 


Furthermore, while such psychodynamics 
may be defended as legitimate descriptions, 
one wonders whether they are helpful the- 
rapeutically. Even when the patient gets 
well—if he gets well—we may be wise to re- 
main skeptical as to the reason for his re- 
covery. One recalls the effective incanta- 
tions of the savage medicine-man, the ben- 
efits of ancient temple sleep, the long lists 
of religious miracles, many of which occur 
today where faith is strong, and the some- 
times embarrassing “cures” of the ignorant 
quacks. If psychoanalysis, then, cures the 
patient, is it perforce, for the reasons sup- 
plied in its dogma, or could it be a more 
simple matter of bringing to bear the pres- 
tige, kindness, and sympathetic aid of the 
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therapist, together with the flattery implied 
in innumerable hours of patient listening? 
This writer, at least, believes that almost 
any theory works in psychotherapy, pro- 
vided these (and other) emotional and hu- 
manistic elements are supplied. 

Research in conditioned reflexes supports 
this conclusion. The work-of Pavlov and his 
successors is, I believe, but a foretaste of 
what may be in store in this field. In par- 
ticular, the production of experimental neu- 
roses is arresting. Gant says of a neurotic 
dog which he observed for years: “If Nick 
had been a patient his symptoms would have 
been referred to as anxiety neurosis, merer- 
gasia, phobias, functional tachycardia, pal- 
pitation, asthmatic breathing, enuresis, ejac- 
ulatio praecox, gastric neurosis.” Note the 
circumstances which produce experimental 
neuroses in animals. They are: restraint, 
limitation of spontaneous behavior, the de- 
mand for difficult or impossible discrimina- 
tions, the conflict between opposing condi- 
tioned reflexes (or habits), or the sudden 
attempt to reverse well established reflexes 
or habits. 

These are precisely the difficulties which 
modern life imposes upon the individual, and 
which seem to produce neuroses in the hu- 
man. We do not think of constructing for 
the neurotic dog a complicated psychodyna- 
mics because we have approached the canine 
neurosis objectively, from the experimental 
side. But some psychiatrists do construct 
such a psychodynamics for our neurotic pa- 
tients, because of our long heritage of sub- 
jectivism, animism, and spiritism in matters 
of human behavior. The “cure” of the neu- 
roses in animals requires rest, kindness, the 


removal of complex demands, and the estab- . 


lishment of conditions to which the animal 
can respond successfully. It has not been 
found necessary to psychoanalyze the dog. 
Perhaps no such necessity may exist for the 
human patient, but only the establishment of 
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fundamental conditions conducive to rec 

ery.. Perhaps psychoanalysis and simila 
technics are successful today only inane 
as they supply these requisites, and not be. 
cause of their theories. : 

And thus the hope and belief are born 
that the neurophysiologist may be able 80 
to define and delimit the causes of the ney. 
roses in animals that we may understand 
the fundamental principles and apply them 
to our patients. We may then be able to 
shed the fantastic imagery of dynamic psy- 
chology as the chemist has shed the ancient 
imagery of alchemy, or as the physicist has 
shed the imagery of astrology. By so much 
as the brain of a man is more complex than 
that of a dog, is the neurosis of a man more 
involved than that of a dog. Of course the 
problem is difficult. But some of us believe 
that more is to be accomplished by patient 
and critical work toward the establishing 
of principles than by the animistic flights 
of imagination which characterize some of 
our thinking about psychodynamics. 

In the future, as in the past, neurology 
will call for our best efforts and our sin- 
cerest devotion. It will require our most 
vivid imagination, our most critical self-ex.- 
amination, our most unflagging energy. It 
will demand that we keep the whole broad 
field of science within our gaze, and that 
we allow no relevant fact to escape us. Only 
in this way can we avoid the provincialism 
of the specialist and the fanaticism of the 
faddist. Finally, the future of neurology 
will transcend our prophesies. New concepts 
will be formed, new data accumulated, and 
new and simplifying syntheses of facts made. 
In al] science, facts accumulate in ever-in- 
creasing profusion and complexity until some 
Darwin or Hughlings Jackson finds the pat- 
tern. Then the jig-saw pieces fit together 
and simplicity displaces complexity. May 
we do our share to advance this never-end- 
ing process. 


STAY IN THE FIGHT — HOLD THE WAR BONDS YOU BUY 


42 











War nerves are no different. than nerves 
occurring in peacetime except that the set- 
ting out of which the state develops is 
changed. War conditions bring into the open 
the extreme prevalence of functional nerv- 
ous disorders which are society’s commonest 
illness. There is no normal man from the 
standpoint of nervous stability. Every one 
has habits or quirks that seem odd to others. 
We are all subject to emotional upsets and 
accompanying physical symptoms. Most of 
us meet our problems in such a way as to 
save our mental balance and do not become 
so maladjusted that we have to seek medi- 
cal aid. However, one out of twenty at some 
time during life has a mental break of suf- 
ficient degree to require treatment. 


Psychiatry first received recognition as a 
specialized field of medicine in World War I. 
Prior to that there were few private prac- 
titioners in this field. Its practice had been 
largely confined to state and federal insti- 
tutions. The educational movement known 
as the National Committee for Mental Hy- 
giene was in its infancy. The high per- 
centage of mental casualties during and af- 
ter World War I forced recognition of the 
importance of psychiatric medicine. Efforts 
were begun to improve teaching methods in 
this specialty at first grade medical schools. 
To date medical, hospital and pension ex- 


. penditures for neuropsychiatric casualties of 


that war have cost the taxpayers over one 
billion dollars. A large proportion of beds 
in Veterans Administration hospitals are 
still occupied by these casualties. Each 
month $700,000 is being paid out in pensions. 
It has been estimated that every man in 
military service who incurs a_ psychiatric 
disability will cost the government $35,000 
during his lifetime. In civilian life under 
state hospital care the cost is about $7,000. 


In this war the psychiatric problem of 
building and maintaining a fighting army 
has become even more complex. This branch 
of medical science is no longer a stepchild 
but has received full recognition. In the 
Surgeon General’s Office for the first time 


ee 
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a psychiatrist is on par with the medical 
and surgical officers. Over one-third of the 
psychiatrists in the United States .are in 
service and this number is insufficient for 
the great need. In drafting our army of 
10,000,000 men, over one million have been 
rejected because of neuropsychiatric handi- 
caps—1 out of 10. This does not mean that 
these rejectees are misfits for civilian life; 
most of them have been making good civil- 
ian adjustments. They were simply not 
suited for military rigors. Mental casual- 
ties in service have been one-third of all 
casualties. The only physical condition ap- 
proaching this high figure is malarial infec- 
tion. Over 100,000 men have been dis- 
charged for neuropsychiatric disabilities. 
The rate of these discharges is now about 
10,000 per month. Half of these men will 
apply for permanent disability pensions un- 
less we provide better treatment and ade- 
quate rehabilitation or a change in the laws 
which encourage mental invalidism. The fu- 
ture cost will be tremendous. How much 
wiser it would be to spend this money for 
rehabilitation! ay 

The burden is greater in this war in spite 
of more efficient screening at induction cen- 
ters. The psychotic with a major type of 
mental] illness is not difficult to detect. The 
psychopathic personality (antisocial, moral 
delinquent or criminal), is not as easy to 
discover and the neurotic the hardest of all 
to weed out. This is a tough war and even 
the ‘normal man” is not immune to break- 
down from the stress and strain. Every- 
one has a breaking point, beyond which he 
cannot pass. Just what this breaking point 
is for each individual no psychiatrist is able 
to say in advance. There is little in the ex- 
periences of normal peace time life to fit one 
for military rigors. Being torn from his job 
and family, forced to adjust to strict dis- 
cipline and dangers, intolerable and unfa- 
miliar living conditions, and strenuous phys- 
ical life without individuality may result in 
a conflict with a flight away from danger 
into a neurosis. 

War neuroses are identical with those of 
peace time. The form they take depends 
upon the individual personality background. 
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In World War I in the adolescent stage of 
psychiatry they were misnamed “shell 
shock” which implied an organic physical 
cause for a purely mental condition of psy- 
chic origin. There is still confusion of terms 
describing these states as due to war factors 
with such titles as battle neurosis, combat 
fatigue, operational fatigue or traumatic 
war neurosis. In civilian practice most of 
these reactions are covered by the term anx- 
iety states or neurosis because they are pro- 
duced by fear. The fear state arising from 
mental conflict produces a multitude of 
symptoms, physical and mental. 


Attempts have been made to distinguish 
civilian types of psychoneuroses from true 
war neuroses. Cases in which histories do 
not disclose any previous tendency to emo- 
tional instability and a crack up occurred 
under severe combat experience—as Hill 
609, Guadalcanal or Salerno usually with 
marked elements of exhaustion, sleepless- 
ness, poor food and possibly physical illness 
show characteristic symptoms and are diag- 
nosed as combat neuroses. This form is 
somewhat different from the neurosis de- 
veloping in an unstable person under ordi- 
nary routine training conditions. The latter 
is a carry over of a civilian neurotic type 
into a breakdown under war conditions. The 
former type will respond more speedily to 
appropriate treatment. 


In spite of efforts to screen out potential 
misfits at the induction centers, due to the 
limited number of trained psychiatrists and 
the limited time for examinations, many 
thousands get by. Thus many a neurotic 
draftee reaches training camp where sepa- 
ration from home and the necessity of ad- 
justment to a new and strange life may be 
be enough to upset him, whereas previously 
he was able to maintain emotional halance 
in civilian life. Many go AWOL or are 
treated as disciplinary problems rather than 
as psychiatric patients. Mental hygiene 
clinics have been set up in replacement train- 
ing centers wheré attempts are being made 
through lectures, movies and personal inter- 
views to build morale and to either adjust 
or eliminate soldiers mentally unfit for duty. 
If discharged within six months the soldier 
is presumed not to be suffering from service 
connected disabilities and he is thrown back 
upon the community. However, many be- 
come chronic mental invalids and because 
they feel disgraced or failures, cannot then 
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adjust to civilian life, unless the 
psychiatric guidance or otherwi 
their. self-confidence. 


Y receive 
se regain 


The home and not the battlefield is th 
basic cause of breakdown for most men dis 
charged from the army as neurotic. They 
have remained tied to the apron Strings of 
mother, sister, wife or father. They are af. 
fectionate dependent types and in the arm 
they become homesick to a painful degree 
It is impossible for them to put their heart 
into military life. They sit and brood, be. 
coming mentally ill and have to be gent 
home. It may not be the man who ig de. 
pendent, it may be a wife or mother who 
cannot run the house, manage rationing, fi. 
nances or anything else with the Stronger 
member away, and the man in service feels 
guilty and worried. Often the man, cut off 
from these home ties, worries about family 
dependence upon him and he breaks down, 
Ancther who breaks in service may have no 
real home ties, no one really interested in 
his welfare. He may have come from an 
unharmonious home or is an orphan. These 
men see themselves as unwanted children 
and are emotionally lost. 


Reports are coming in from the various 
war theatres of the psychiatric casualties 
of battle. The first clear cut, widespread 
group of acute traumatic war neuroses came 
after Dunkerque. From the psychiatric point 
of view the American Dunkerque was at 
Guadalcanal. A colleague stationed at Mare 
Island said of these men: “Never before in 
history have such a group of healthy, tough- 
ened, well-trained men been subjected to 


such conditions as the combat troops of the. 


United States Marine Corps faced during the 
days following August 7, 1942. The strain 
and stress experienced by these men pro- 
duced a group neurosis that has not been 
seen before and may never be seen again.” 
The Marines landed on Guadalcanal in the 
expectation that they would be relieved 
shortly. None were fully prepared for the 
type of jungle warfare waged by ‘the Jap. 
Sleep was impossible, they were bombed and 
strafed night and day. They ate badly, they 
were tired. Rain, heat, insects, dysentery 
and malaria caused untold hardships. As 
time passed, most of those who eventually 


- broke down lost hope—hope of winning or 


hope of being rescued or aided. They were 
alone on this island. Their relief did not 
come and they had no way of knowing why 
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it did not arrive. The primary toll was not 
hysical but a disturbance of the whole or- 
vanist, a disorder of thinking and living— 
of even wanting to live. These marines suf- 
fered from the same symptoms as the Dun- 
kerque soldiers ; headaches, lower thresholds 
to sharp noises, periods of amnesia, panic 
states, generalized tremors and functional 
palsies. They, however, were subjected to 
strain for months on their beachhead, not 
of hours. Their breakdown has been much 
more difficult to treat. There were no im- 
mediate facilities to treat these men and the 
golden opportunity was lost. By the time 
they reached the United States their symp- 
toms were fixed. 

At the start of the North African cam- 
paign there were no real facilities for im- 
mediate treatment of men who developed 
traumatic neuroses. They had to be re- 
moved from the front line to hospitals in the 
rear. There were too few psychiatrists, and 
other medical officers rarely understood their 
condition. By the time the men reached 
England or the United States, they had be- 
come chronic cases. Later on active treat- 
ment was begun near the front lines. A 
pioneer in this early treatment was Major 
Frederick Hanson. He selected those cases 
that he thought would respond to imme- 
diate treatment. He administered heavy 
sedation, reassured them, saw that they got 
rest and good food and returned them to 
duty within a few days. About 60-80 per- 
cent of these men were returned to combat. 
These are now the methods in use in Italy 
and France. Each division has a psychia- 
trist and fewer men are permitted to go 
without early treatment. 

The air force has had better psychiatric 
management. Wherever air crews can have 
sufficient rest from the stress of combat fiy- 
ing, the incidence of “operational fatigue’”’ 
is likely to be less. In the early days in the 
South Pacific there was no relief for the 
crews and many of them incurred opera- 
tional fatigue. In England of the total fly- 
ing personnel, only 1 percent so far have re- 
quired anything more than simple treatment 
—merely a few days rest from their stations 
to sleep and relax. Of those treated, 60 
percent have returned to combat. 


Preventive treatment is applied by medi- 
cal officers who have been trained in psy- 
chiatric methods. Some men break down 
either in anticipation of their first combat 


mission or after any one of their first six 
missions. They develop sleeplessness, trem- 
ors, nausea and mental depression. Slight 
changes in personality are noted early and 
soon as these are seen a few days rest, sleep 
and amusement away from camp is pre- 
scribed. Then the flyer is rechecked and if 
he is no better he is grounded. Others break 
when about half through their total pre- 
scribed combat service. These are the men 
who have so-called operational fatigue. Their 
symptoms are dreams of crashes, loss of 
weight, difficulty in concentration and fre- 
quently a “what’s the use” attitude. They 
try to continue flying, but are unable to sleep 
and become fatigued easily. If discovered 
early, they may recover promptly. Later 
they must be sent to hospitals and treated 
with narcosis methods, given recreational ac- 
tivities and rest. Many can then be re- 
turned to duty, others are reassigned to 
ground duty and some must be sent home. 


Neuropsychiatric cases which have not 
been cleared up by treatment are coming 
back to the United States. Rehabilitation 
and reconditioning programs have been put 
into operation. Eventually they are dis- 
charged, or sent to Veterans Administration 
hospitals. With the shortage of qualified 
personnel in these hospitals, if past experi- 
ence is ‘any guide, it is doubtful if they will 
receive adequate curative therapy. 


We have been satisfied to grant the neu- 
ropsychiatric discharges pensions for serv- 
ice-connected disabilities, but this form of 
compensation can be more dangerous than 
it is generous. Payment for disability re- 
moves the incentive to recover because if 
he gets well his pension stops. It pays to 
remain sick. Unless the pension laws are 
amended so that compensation does not con- 
stitute a reward for disability, we taxpayers 
can look forward to a tremendously larger 
bill for the psychiatric veterans of this war 
than of the last. 


The cost in money, however, is negligible 
compared to the cost to our society of har- 
boring thousands of nervously misfitted per- 
sons. In the United States we haven’t be- 
gun to establish an adequate preventive pro- 
gram. In this respect we are far behind 
Great Britain. With the outbreak of the 
war they began to establish efficient reha- 
bilitation centers, to see the patients clear 
through and returning them to productive 


45 








DISEASES OF THE NERVOUS SYSTEM 


civilian life and not to start them off with 
a pension. 

The problem of the returned psychiatric 
casualty in civilian life is not insurmount- 
able. Most of these returned men are em- 
ployable and make excellent workers. But 
they need consideration from employers and 
care in placement. As a rule these men feel 
sensitive about being out of the Army. They 
don’t want to go back into combat but nei- 
ther do they want to be left out of things. 
They are eager to work and hasten victory. 

An employer should know that the person 
who cracked up in military life is nearly al- 
ways an overly conscientious type. They 
are not goldbrickers. It is unwise to heap 
responsibility upon them at the outset but 
let them work gradually into civilian life. It 
may take a year or two to completely re- 
cover from their experience. If the man 
is sensitive to noises, he should not be ex- 
posed to sudden crashing sounds. The best 
guide as to where to fit in the discharged 
soldier is his work record before he went into 
the Army and not his service experience. 


His family too has a responsibility to the 
returned psychiatric casualty. The family 
can do much to help or hinder these men to 
full mental health. A great dread with these 
men when they are in hospitals waiting to 
return home is whether or not their family 
will be sensible about their disability. Emo- 
tional parents that become frightened over 
the NP disability and show their concern 
and fears, upset the patient. Certain facts 
should be known and understood in order 
to remove misconceptions. The soldier did 
not break in combat because he was yellow; 
he did not run away; he remained until he 
could stand no more. A mental break is 
not the fault of the individual. Even a se- 
vere mental illness is frequently recover- 
able. Many do not need hospital care, al- 
though good psychiatric advice and reas- 
surance is helpful. Many can trace their 
emotional conflicts back to the home situa- 
tion. Members of the family.should look 
into themselves and remove such causes. 
Over solicitude is to be avoided. The soldier 
does not want to be treated as a child, he 
should be respected as a man, permitted to 
make decisions. He should not be met with 
family problems to settle nor should he be 
fussed over or indulged. Neither should he 
dominate the rest of the family or wreck 
their happiness. He should not be pushed 


46 





FEBRUARY 
into a job if he wants to relax 


and rest a 


while. Many will want to try themselves 


out in a job beneath their capacitioc : 
der to regain confidence. He vil ae mr 
type of work. Encourage him jnto ad 
munity activities or continuance of saa 
sort of war work. His attention must ‘be 
distracted from himself, and he Must be 
stimulated in the attitude that he is not 
invalid but capable of reestablishing bieaas 
into productive civilian life. He should be 
helped to realize that a neurosis igs not 
stigma or disgrace and advised to sone 
psychiatric aids. Don’t focus attention 7 
a pension but teach the veteran to rely upon 
himself, not the government. 


That the war has had an effect upon the 
family is evident. We are finding an ever 
increasing number of women, mothers, wives 
and sweethearts, that are not taking this 
war well. The separation from their men 
folks causes acute anxiety neuroses or ge. 
vere depressions. There is a constantly 
larger demand for treatment of these pa- 
tients than we have facilities in the hospital 
or personnel with which to adequately treat 
them. At many state hospitals there are 
long lists of women waiting to be admitted, 
This is due in part to a shortage of help to 
care for those who would normally remain 
at home, especially the aged. The majority 
have suffered mental breakdowns due to the 
stress of the times and family dislocations. 


A substantial rise in the incidence of juve- 
nile delinquency since the onset of war is 
also reported. The root of much delinquency 
lies in the home. There has been a marked 
increase in juvenile crimes and sexual pro- 
miscuity. The disruptive element of war in 
the family life is unioubtedly a most im- 
portant factor. With mothers working away 
from home and fathers in service there is 
little or no supervision over the child. In 
England three-quarters of increased delin- 
quency among juveniles has occurred in 
homes where either the father was drafted 
or the mother working. There are other 
problems that threaten the security of the 
home—increased cost of living producing f- 
nancial insecurity, food rationing, etc. War 
marriages on short acquaintance are, I fear, 
going to result in a high incidence of divorce 
after the war. It is more important than 
ever for parents to supervise and guide their 
children’s careers. Youth is bewildered. We 
are almost certain to have a generation that 
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ted, denied college education 
and other advantages they desire if the war 
continues many more years. These factors 
and many more will bring to us post war 
sociologic and psychiatric problems not at 
present within our horizon. 


will be frustra 


Rehabilitation 


The greatest problem of the Armed Serv- 
ices and one which will plague us for years 
to come is the disposition of the psychiatric 
casualties of this war. The cost of caring 
for those from World War I should be suf- 
ficient warning of the need for early psy- 
chiatric treatment of mental casualties. 

Until July 1943, the Federal Rehabilita- 
tion program had excluded the mentally 
handicapped from its scope. Efforts were 
made by the National Committee for Mental 
Hygiene to teach the legislators the extreme 
importance of recognizing the seriousness 
of the psychologic factor in all rehabilita- 
tion efforts. The Barden LaFollette Bill es- 
tablishing Federal rehabilitation services 
through the Federal Security Administra- 
tion finally included the mentally handicap- 

.d. What we now need is the inclusion of 
the mentally handicapped in state programs 
submitted for Federal grants in aid. Up to 
date in many states nothing has been done 
to meet the need as far as mental illness is 
concerned. 

We cannot escape responsibility for the 
10,000 men now being discharged each 
month for neuropsychiatric causes. The 
Veterans Administration cares for some of 
them; *private organizations handle a few, 
state hospitals a number, but the total re- 
ceiving psychiatric care is only a fraction 
of those who need it. 

Upon discharge for a disability the man 
may file a claim with the Veterans Adminis- 
tration. If granted, he is entitled to pension, 
medical service, vocational retraining and 
industrial placement. If his disabilities are 
deemed not service connected, then he can- 
not apply for rehabilitation service. Thus a 
large percentage of veterans in need of early 
treatment are being returned to their home 
communities and allowed to develope into 
chronically maladjusted individuals. 

In each state a vocational rehabilitation 
bureau has been established under the di- 
rection of the Federal Security Agency. The 
Federal Government defrays administrative 
costs and half the cost of vocational retrain- 
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ing, medical and psychiatric services and 
industrial placement. Disability cases not 
service connected are eligible for this state 
retraining program. These governmental 
aids are helpful but are inadequate. There 
are only 30 neuropsychiatric hospitals in the 
Veterans Administration in the entire coun- 
try—some states without any. Many states 
have little or no facilities to aid these cases, 
their present set-up being insufficient to meet 
civilian needs. In many states, laws gov- 
erning the care of the mentally ill are out- 
worn and obsolete as for instance a common 
regulation requiring certification by a lun- 
acy commission and a commitment by a 
court before a patient can be admitted to a 
state or county psychopathic hospital. In 
14 states of our union there is no provision 
for voluntary non-judicial admission to a 
public mental institution. Even alcoholics 
and drug addicts cannot enter an institution 
of the state without going through the red 
tape of judicial sanction. We number Ne- 
braska among these backward states. 

We need to modernize, change our state 
laws, treat mental illness the same as physi- 
cal illness and abolish the idea that it is a 
disgrace. Any family should upon applica- 
tion be able to get a patient admitted to a 
mental hospital upon a qualified physician’s 
certification the same as in a general hos- 
pital, or any patient upon voluntary appli- 
cation should be able to enter a state hos- 
pital for treatment. 

The lag between psychiatric advancement 
and the law is apparent in the slow progress 
of law-making bodies to accord relief to the 
mentally ill. Our legislators must be edu- 
cated to the idea that mental hospitals 
should be as open for admission as a general 
hospital and the term insanity which is not 
a medical diagnostic term at all be dropped. 
Protection of the rights and property of the 
individual and of society can be attained 
without making the benefits of institutional 
care less accessible. 

In 1930 the Committee on Legal Measures 
and Laws of the International Congress on 
Mental Hygiene recommended: That admis- 
sion to mental hospitals be made easier; 
that jury trials on the issue of insanity for 
commitment be abolished; that voluntary 
admission of patients seeking treatment be 
encouraged; and that counties and states 
that do not have such laws be urged to adopt 
them. 
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Psychiatric treatment facilities are like- 
wise inadequate and should be extended so 
as to provide mental hygiene clinics at each 
state hospital with proper personnel includ- 
ing trained psychiatric social workers to 
treat out-patients. More child guidance 
clinics should be established. Research psy- 
chiatric hospitals are essential in connection 
with every medical college, not only for 
training of medical students and as a re- 
search center, but also in raising the stand- 
ards of our state hospital systems. Neuro- 
psychiatric hospitals under the Veterans 
Administration should likewise be utilized 
for training medical students and postgrad- 
uate doctors in psychiatry. None of these 
moves, however, will be fundamentally help- 
ful until we remedy a basic weakness— 
namely. modernization of the archaic lunacy 
laws prevailing in many states. 

An intensive program must be put in mo- 
tion to inform and educate the public, the 
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veterans and employers. The bis 

be advised of the existence of ere 
cilities and the means of utilizing them ee 
veteran must be shown his need for psychio. 
tric guidance and informed of the sein ee 
to obtain it. Industry must be acquainted 
with the problems of the veterans and Ms 
means of solution through suitable emp] ; 
ment. Personnel must be on hand te ae ; 
fer with employers. in fitting the melds 
handicapped veteran into productive emplo y 
ment. Many men, after being placed in pre 
will require continuous psychiatric coal 
to help them settle the problems that arise 
from time to time. _ 


Only by a common sense understanding 
of the mentally ill and by the inauguration 
of such a broad and comprehensive program 
as I have outlined can we hope to meet the 
challenge of the hundreds of thousands of 
veterans returning with mental handicaps, 





N P Problems As They Occur in Naval Warfare’* 


W. F. KENNEDY, Captain (M.C.) USN 


The neuropsychiatric problems in this war 
are, in a sense, unique. One is forced to con- 
sider the setting and circumstances in which 
most of the naval warfare has been con- 
ducted. The vast distances covered by the 
scope of operations in the Pacific Theatre 
have compelled us to think and plan in terms 
of discontinuity. Island warfare and strikes 
by naval units at great distances from estab- 
lished operating bases have accentuated the 
psychological stresses of separation and 
have imposed a greater burden upon the re- 
sourcefulness of the small units. 


The Navy was prepared for this by the 
best and most realistic psychiatric prophy- 
laxis—selection. Antedating actual hostili- 
ties, there was created a psychiatric screen- 
ing procedure at each Naval and Marine 
Training Station. It has long been recog- 
nized that the more stable individual is in- 
herently less vulnerable to the stresses and 
strains of warfare. Brief screening methods 





* Read at meeting of Association of Military Surgeons 
of the United States, New York, N. Y., November 2-4, 1944. 
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unavoidably incur a high percentage of error 
and consequently it was felt that, were psy- 
chologic and psychiatric rescreening of re- 
cruits undertaken during their training, the 
selection procedure would have a greater ef- 
ficiency. The naval psychiatric screening 
methods used in this war have several ad- 
vantages. First, more time is provided for 
the conduct of psychiatric examinations. 
This not only permits longer individual in- 
terviews, but also allows for a more detailed 
scrutiny of the recruit’s record of past per- 
formance. Second, psychiatric judgment can 
be based upon observation of the recruit’s 
performance in a naval situation. Third, the 
medical officers have resort to trial duty 
where in the mill of experience, they can 
validate their judgments. 

During these three years of war, we have 
revised our conception of the neuropsychia- 
tric patient in the Naval Service. It is now 
generally conceded that a great many men 
who evidence psychiatric symptomatology 
are not true psychiatric cases. Fatigue, ex- 
haustion, prolonged exertion and a host of 
other similar factors can induce a symptom 
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picture which is all but indistinguishable 
from the classic psychiatric syndromes. 
However, there is this difference—rest and 
respite from the situation of stress can re- 
store these men to a normal state within a 
surprisingly short period of time. 

There is another group of men who mani- 
fest an unsuitability, a maladaptation for the 
military service. These men have to be dis- 
tinguished from true psychiatric casualties. 
Not everyone who is capable of an adequate 
civilian adjustment can adapt himself to the 
military service. In the less demanding sit- 
uation of civilian life, these men are more 
free and are able to take a longer time to 
pick and choose the sphere which can best 
accommodate them. The exigencies of war 
do not allow them this complete range of 
freedom and consequently they develop psy- 
chiatric symptoms.. These symptoms are 
merely reflections of inaptitude and should 
not be construed as indicative of deeper psy- 
chopathological processes. The term “in- 
aptitude” is more descriptive than are the 
formal psychiatric diagnoses. 

As a matter of fact, it must be recognized 
that an inaptitude for the military service 
does not necessarily imply that these men 
are permanently sick, incapacitated, or even 
inept once they are removed from the situa- 
tion of stress. The fact that a man will de- 
velop evidences of emotional instability when 
he is deprived of that amount of oxygen nec- 
essary for his effective performance does not 
mean that he will continue to be a psychia- 
tric problem in an atmosphere generously 
supplied by oxygen. Inaptitude is much the 
same type of situational reaction. 


There is another aspect to the entire prob- 
lem which requires greater definition. The 
psychological stress of war is different from 
the psychological stress of warfare. The 
global nature of the present conflict has im- 
posed the burden of war on civilian and mili- 
tary populations alike. There have been 
great dislocations and adjustments made 
necessary for most civilian populations. As 
a consequence, the normal state of tension 
has been heightened. Morale which reflects 
this state positively or negatively is not a 
self-contained process. It has a direct bear- 
ing upon the attitude of the military person- 
nel. By the same token, combatant person- 
nel have two burdens to bear as it were, the 
immediate and very personal danger which 
confronts them as well as interest in and 


DISEASES OF THE NERVOUS SYSTEM 


concern over the state of affairs back home. 
We are all familiar with the psychological 
effects of this double burden. An example is 
the service man at the front who bears up 
well under combat only to have his stable 
adjustment undermined by the seepage of 
poor morale from home. The salvage of this 
type of man for future service obviously pre- 
sents a problem of different complexity. 


Warfare itself imposes many psychologi- 
cal burdens. Unremitting tension has a cor- 
rosive effect to which every combatant is 
ultimately vulnerable. The degree to which 
he is vulnerable is another neuropsychiatric 
problem. We have learned that group ties 
of affiliation increase a man’s resistance to 
this stress. Knowledge of and confidence in 
equipment adds to his psychological armor. 
Training and battle inoculation ease his in- 
troduction to combat so that he has the re- 
assuring comfort of familiarity. Training 
such as this is a kind of pre-fabricated ex- 
perience which supports the individual in a 
time of crisis. . 

So much for the factors of stress and vul- 
nerability. As for therapy, here again pre- 
war methods of treatment have had to be 
modified and altered to suit wartime de- 
mands. The usual psychotherapeutic meth- 
ods were soon found to be inexpedient. They 
were costly of time and personnel. The Med- 
ical Department of the Navy has concerned 
itself most actively with the development of 
Short, effective treatment methods. Group 
psychotherapy has gradually evolved to 
serve this much needed function. In essence, 
it is an educational process, a procedure 
whereby social influences and training influ- 
ences, as well as psychotherapeutic influ- 
ences, are correlated in such a manner that 
the patient is made part of a closely knit 
crganization. Active participation is its main 
theme. A twenty-four hour-a-day program 
directs the patient’s attitudes and behavior 
along lines designed to refit him for military 
service. Restoration to duty is the primary 
goal of military group psychotherapy. Every 
activity is planned with this goal in view. « 
The keynote of the program’s many-sided 
activities is military as well as psychothera- 
peutic. Regulation, order and discipline are 
basic essentials. The group situation in the 
hospital is designed to create’ on a small scale 
the kind of situations which the patient en- 
counters on active duty. He is able to learn 
techniques of adjustment at a slower pace 
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and with greater thoroughness than in or- 
dinary life, and thus the chances of his sal- 
vage for the service are enhanced. 

The psychiatric problems of war and war- 
fare are legion. They range from induction 
into the service to separation from it and 
subsequent readjustment as a civilian. 
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Judged by the results to date, the Naval 
Medical Officers who are ultimately respon 
sible for the solution of these problems hie 
done a most creditable job. 





AUTHOR’S NOTE: The opinions expressed herein 
those of the author and should not be construed to ses 
the policy or procedure of the Navy Department 





Neurotic Reactions In Wives Of Service Men* 


RALPH M. PATTERSON, M.D. 
Ann Arbor, Michigan 


As a result of our experiences during and 
after the last war psychiatrists were among 
the first to be called upon to assist in build- 
ing our present Army, Navy and Air Forces. 
Although psychiatric effort has been di- 
rected largely toward improving the effi- 
ciency of the services, civilian problems have 
not been entirely neglected. The effects of 
bombing raids and evacuation have received 
particular attention. Even industry has ac- 
cepted a varying amount of belated mental 
hygiene. 

In contrast to this awareness of military 
problems little or no consideration has been 
given the reactions produced in the wives of 
inductees other than to provide some finan- 
cial security and to furnish material neces- 
sities. Our clinical experience has empha- 
sized that the provision for emotional needs 
is equally important though far more diffi- 
cult to apply. The disorders encountered are 
not only complicated and at times unique but 
frequently severe, demanding intensive 
treatment. 

Some reaction on the part of the wife of 
the inductee is to be expected and is usually 
characterized by a mild depression although 
a mild elation usually of compensatory type 
may be occasionally observed. The major- 
ity of these are not truly neurotic reactions 
and are in a different class from cases such 
as the following. 

CASE I. 

B.N., age twenty-three, an only child. Birth and, 
infancy were not unusual. In early childhood the 
patient suffered numerous illnesses requiring medi- 
cal attention accompanied by solicitous parental 
care. The family moved from place to place in or- 





* From The Neuropsychiatric Institute, University Hos- 
pital, Ann Arbor, Michigan. 
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der to provide her with the most healthful enyi- 
ronment. She became a parent attached, timid, 
shy individual. Her first hetero-social contacts oc- 
curred during her seventeenth year. These culmi- 
nated in marriage to a man seven years her Senior, 
he having been just previously rejected by a friend 
of the patient. The marriage was unsatisfactory 
as the husband proved lazy and inadequate to as- 
suming the responsibilities of a husband. The pa- 
tient was contented and happy during that time 
only, when work separated her from her spouse, 
This state immediately changed when they were 
together. It was displaced iby feelings of weak- 
ness, tension, panic and hyperventilation, the usual 
symptoms of an anxiety syndrome. They discussed 
the husband’s entering the Armed Forces and once 
the patient suggested that he enlist. He refused. 
The next morning the patient attemped to join the 
WACs but was rejected, and promptly developed 
a paralyzing hysteria that continues to date, as she 
awaits her husband’s hoped for induction. 


From the clinical study it became obvious 
that the patient was quite father attached 
and unable to adjust to her marriage be- 
cause of the thwarting of her strong de- 
pendency need. The psychological separa- 
tion provided by her illness will probably 
continue until her husband is_ inducted. 
Whether she will recover then is problemat- 
ical. The present attitude is much like that 
of another patient who remarked of her hus- 
band, “I wish he were overseas. He might 
never come back.’”’ Though this case is not 
strictly in accord with our title as the hus 
band is not yet in the Armed Service, it has 
been described because of the relationship 
between the patient’s reaction and that fre 
quently encountered in wives of inducted 
men. Quite commonly the wish to be til 
of a husband is more deeply repressed 8 
that his induction precipitates a feeling ¢ 
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guilt and depression. The following illus- 
trative case might thus be considered a se- 
former. 
quel — CASE II. 
D. H. was the third of four siblings. The pa- 
tient’s childhood was insecure as the father was 
absent from the home much of the time and pa- 
rental adjustment was poor. Eventually the family 
pecame largely dependent upon the mother for sup- 
port. The patient was attached to the mother and 
indifferent toward her father. Her adolescence was 
characterized by much social activity, a lack of in- 
terest in academic work, and a whirl of gay rest- 
sless activities. Upon graduating from high school 
the patient worked briefly, then went on a stringent 
“Hollywood diet” in an effort to streamline her 
figure. This was followed by an illness, probably 
hysteria, which lasted for several months. The pa- 
tient did not work thereafter but remained mod- 
erately healthy though always restless and desirous 
of an excessive amount of social activity. She went 
with her present husband along with other men 
over a period of four years, having been engaged 
to the last two also. The marriage was finally ac- 
complished after great hesitation. It took the pa- 
tient an hour to cross the street from the court 
house to the Justice of the Peace. Throughout mar- 
riage the patient has been frigid. Children were 
not desired and coitus interruptus has been the 
usual practice. Shortly after marriage the patient 
began, with her husband’s knowledge, to date a 
man seven years her junior, the patient being then 
twenty-five. This continued over a period of months 
creating considerable ambivalence. Finally under 
duress the illicit relationship was relinquished. The 
“affair’’ produced considerable guilt reaction on her 
part and yet at the present time she speaks of this 
friend with much more affect than when talk- 
ing of her husband. With the liquidation of this 
rornance the patient had a further increase in her 
uneasiness and tension. At the age of twenty-six 
at about the time her husband was reclassified to 
be available to the Armed Forces the patient be- 
gan to have trembling and anxiety, thought to be 
a guilt reaction, when in the presence of other peo- 
ple. This persisted and increased slightly by the 
time the husband entered the Armed Forces. There- 
after she became much worse; had great difficulty 
in walking, and was inclined to stagger. When he 
came home on a second furlough there was a fur- 
ther exacerbation with development of anorexia, 
insomnia and a pseudo-paralysis. On clinical ex- 
amination this proved to be an astasia-abasia. 


Investigation demonstrated that the pa- 
tient was narcissistic and dependent on her 
husband. She demanded much expression of 
affection from him, largely in the form of 
gifts. She likewise leaned heavily on her 
mother for attention and kindness. She was 
incapable of accepting her husband sexually 
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and coitus became repulsive. She loved her 
husband because he provided her with eco- 
nomic security, with a house and with pa- 
rental. affection. She was, on the contrary, 
incapable of responding or giving love. Dur- 
ing several months of treatment it became 
obvious that the patient rejected her hus- 
band as such and felt guilty about her wish 
to. be rid of. him as well as over her per- 
sistent, illicit love affair. Although this pa- 
tient: was not well at the time of her hus- 
band’s induction his departure brought her 
conflict to an acute state. The confusion of 
love, hate, and guilt resulted in a totally in- 
capacitating reaction. 

Recently. with the induction of married 
men or the threatened induction of husbands 
many former patients have been returning 
to the clinic with an exacerbation of a neu- 
rosis which had been previously treated with 
fairly satisfactory results. The following 
case is illustrative of this type of problem. 


CASE III. 


B. B. Age twenty-two, the fourth of seven sib- 
lings. The patient’s birth and early development 
were normal. She had a very unhappy childhood 
as her parents were both inadequate, maladjusted 
individuals. The patient’s mother was a tense, ap- 
prehensive woman and the father alcoholic. When the 
patient was six years of age her father was fatally 
wounded by pursuing police. The mother was sup- 
ported by “mother’s pension” thereafter but her 
cwn difficulties and the maladjustment of the pa- 
tient’s siblings: gave the home a sad and sordid 
atmosphere. As a child the patient was described 
as stubborn, but in adolescence she became a pas- 
sive, quiet, unsocial individual. At sixteen she be- 
gan to complain of being weak and tired and was 
subject to insomnia and tachycardia. At eighteen 
she suffered from influenza, spent two weeks in 
bed and was thereafter inclined to complain con- 
tinuously and to rest excessively. Her present hus- 
band began courting her when she was in this semi- 
invalid state. Her health did not improve greatly 
after marriage at the age of twenty. A dependent 
state was achieved by living either with her par- 
ents or with her husband’s. During her two years 
of marriage about the only housework she had 
been able to accomplish was that of getting her 
husband’s breakfast. Various physicians and chiro- 
practors exercised their skill on the patient with- 
out avail. With the husband’s induction, one year 
after marriage, the patient was completely in- 
valided and incapable of doing even the lightest of 
tasks. She remained in her mother’s home, waited 
upon and cared for by her mother and siblings. 
Clinically the patient was found to be a depend- 
ent, inadequate individual, grossly deficient in en- 
ergy and aggression. 
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This patient illustrates the all too frequent 
type of asthenic, emotionally immature indi- 
vidual. Her insecure childhood had pro- 
moted a desire for dependency, and led her 
to seek marriage as a solution. Though 
incapable of assuming the full role of wife 
the marriage permitted an adjustment on 
a neurotic level as the husband’s own inse- 
cure childhood led him to identify with the 
patient and to be accordingly extremely so- 
licitous and kindly. With the husband’s in- 

-duction the patient’s security was dissipated 
and she reacted as might be expected with 
a total collapse regressing to a state of in- 
fantilism. 

The three cases presented while illustra- 
tive are in no sense inclusive. A statistical 
survey would be advantageous but is at pres- 
ent impractical. In those individuals who 
have been married for some time, say five 
years, one must look upon the family as a 
unit; that is, the family as a whole and not 
just the individual. Removal of the hus- 
band from such a unit is bound to have dis- 
astrous results in a great number of cases. 
There are doubtless many women who con- 
sciously or semi-consciously wish to be rid 
of their husbands. The number having guilt 
reactions to such wishes on an unconscious 
level is probably much larger, though illness 
may be postponed until the husband’s induc- 
tion. The dependent individual such as was 
described in the third case is impressionis- 
tically the most frequent, most serious prob- 
lem. These potential patients are able to 
make an adjustment of sorts as long as they 
receive attention and solicitude from the 
husband or parental figure but decompensate 
with the loss of this prop. The psychiatrist 
in contact with such a patient is woefully 
aware of the probability of a collapse should 
the husband be inducted. Panic stricken 
wives repeatedly request that the local board 
be informed that induction of a husband will 
produce a “severe hardship” on the patient. 
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The therapist cannot very well send the Jo. 
cal board an abstract of the case or reveal 
confidential information nor can he expect 
to convince them of his conclusions when 
sending scant data. In most instances de. 
ferment of induction is advisable as treat. 
ment of the wife after being left emotionally 
isolated has proven to be extremely difficult 
This is especially true of those individual; 
who have no parental home to which to 
retreat in this state of emergency. 

Many such patients appeared at the clinic 
in February and March of last year during 
that period of time when the induction of 
more married men was imminent. Further- 
more, for each patient seen by a psychiatrist 
there are probably many others who find it 
impossible to avail themselves of psychia- 
tric treatment because of geographic loca- 
tion or an insufficient number of qualified 
specialists. Cases I and II, both individuals 
who wished to be rid of their husbands, are 
probably not sufficiently frequent to consti- 
tute of themselves a challenge of great mo- 
ment but do contribute to the total. The 
immensity of this problem, neurotic reac- 
tions in wives of service men, is such that 
it can be anticipated that the breaking up 
of these established marriages of several 
years’ duration will produce more harm at 
home than the husbands will be of benefit to 
the Army. 

Summary: Case studies are presented to 
illustrate three of many types of neurotic 
decompensation encountered in the wives of 
men inducted into the Armed Forces. It is 
suggested that the most common reaction is 
the collapse of immature, dependent individ- 
uals, previously able to make an adjustment 
with the support and solicitude of a consid- 
erate husband. It is possible that the break- 
ing up of established marriages may produce 
more harm to the civilian population than 
the inductions of the husband will benefit 
the Armed Services. 
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> ( oincidence of Parkinson S Disease and Cranial 
° Chordoma* 
n ° (A Case Report) 
a PETER BASSOE, M.D. 
: Chicago, Illinois 
t. 
ls This paper deals with the occurrence of a__ right side was added to the old parkinsonian 
¥ chordoma about the region of the clivus ina _ rigidity. The visual fields were practically 

case that is in many respects unusual and is normal on October 21. The eyegrounds re- 
ic certainly interesting and instructive. mained normal until about October 28, then 
§ A single woman, 27 years old, in 1932 had_ bilateral papilledema rapidly developed. 
f an abortion induced without infection or Roentgenograms of the head, lateral and 
# other complications. Although no history of antero-posterior, were reported normal. The 
t encephalitis could be discovered she devel- pineal shadow was in the midline. Spinal 
t oped a mild but typical right parkinsonism fluid obtained on October 18 was clear and 
3 within a few weeks which remained more or colorless. Pressure 190 mm. Wassermann 
. less stationary. She was first seen by mein and Lange tests negative. Cell count 1. 


d 1937 and when given stramonium she im- Protein 44 mg., and sugar 68 mg. per 100 cc. 
8 proved and continued her work as private Mainly in the hope of relieving the severe 
° secretary. I saw her again in January, 1942, headache burr holes in both occipital bones 
j and the condition was the same and remained were made by Dr. Verbrugghen on Novem- 
¥ unchanged until February 1943 when she _ ber ist. From the right ventricle abundant 
‘ commenced to feel tired on using the right fluid under increased pressure was obtained, 
: hand. On April 1, 1943 she woke up with a__ but very little from the left. The protein 
t severe headache on the left side and triplo- content of the ventricular fluid was only 
p pia. I saw her four days later. She re- 8 mg. No air was injected as by this time 
! ported that she saw triple images when look- we were convinced of the presence of an 
t ing to the left. The left external rectus inoperable tumor on the left side. The re- 
° muscle was approximately 30 per cent par- lief from headache was complete and perma- 
alyzed. Two days later she saw only double. nent, much to our surprise. On December 
The pupils and discs were normal. Ina few ist Dr. E. V. L. Brown recorded bilateral 
days the external rectus palsy practically abducens paralysis and “diffuse moderate 
disappeared but she still saw double on look- clouding of discs and retinae but no choked 
ing far to the left. The neurologic condi- disc or other evidence of intracranial pres- 
tion aside from the diplopia was unchanged. sure, aside from the edema.” The patient 
She remained free from diplopia until the grew weaker and more stuporous daily and 
last week in July, when a slight left external finally developed fever, leukocytosis and 
rectus palsy re-appeared and she complained signs of broncho-pneumonia. She died on 
of left frontal headache. Weakness of the December 15th. The clinical diagnosis was 
‘external rectus slowly increased to be com- old stationary Parkinson’s disease and deep 
plete by the end of August. In late Septem- seated brain tumor involving the left side 
ber hypalgesia of the left side of the tongue _ of the brain stem. 
and inside of the mouth appeared and in the 
course of a month the whole left trigeminal 
area was analgesic. There was much head- 
ache, and at night she would wake up with 
twitchings on the right side. She continued 
her work until she was compelled to give it 
up on account of fatigue. 

She entered the Presbyterian Hospital on 
October 18th. Soon speech became slurred, 


At the necropsy nothing of importance 
was found except in the head. A large nod- 
ular tumor, 6 cm. long, was lying under the 
pons and causing erosion of the bone from 
the sella turcica back to the foramen mag- 
num. The left posterior clinoid process was 
destroyed by erosion. The pituitary gland 
wasof normal sizeand appearance. The brain 
swallowing difficult, and weakness of the weighed 1150 grams, was not invaded by 
“7 tumor and showed no other gross changes 

*Read before Chicago Neurological Society. when sectioned. The pons was somewhat 
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deformed having been lifted by the under- 
lying tumor which obviously arose in the 
bone at the junction of the sphenoid and oc- 
cipital bones, the “Clivus of Blumenbach.”’ 
Since this is one of the two favorite sites of 
chordoma the gross findings suggested such 
a tumor. 

Histologic examination of the tumor re- 
vealed the typical structure of a chordoma. 
In one microscopic section the three charac- 
teristic stages were seen, namely: (1) that 
of densely packed cells, mostly without va- 
cuoles, (2) that of extensive vacuole forma- 
tion, and (3) the same with the addition of 
syncytial formations. No mitotic figures 


were observed. As all the material had been 
placed in formaldehyde it was impossible to 
use a stain to determine whether the ma- 
terial in the vacuoles was glycogen as is gen- 
erally supposed. A piece of bone from the 
eroded basilar process was decalcified and 
showed the same tumor structure. 





Figure 1. CHORDOMA 
First stage: Cell aggregations, few vacuoles. 





Figure 2. CHORDOMA 
Second stage: Extensive vacuolization. 


a i 





Figure 3. CHORDOMA 
Third stage: Syncytial formations. 


The histologic changes in the brain itself 
were not particularly marked and are diff- 
cult to apportion as among pressure by the 
tumor, terminal infection, and Parkinson’s 
disease. There is lymphocytic infiltration in 
pia-arachnoid of the pons with some of the 
so-called physaliferous cells characteristic 
of chordorma but the pons itself was not in- 
vaded. There are small degenerated foci in 
the putamen and optic thalamus with in. 
creased pigment granules in the ganglion 
cells. The substantia nigra showed little 
change except for mild perivascular infiltre 
tions and minute pigment granules scattered 
in the tissues. 


Discussion 


Chordoma is a tumor arising from the re- 
mains of an embryonal structure, the chorda 
dursalis, or notochord, which is the primi- 
tive axial support of all vertebrates. ‘The 
nuclei pulposi of the intervertebral discs are 
remains of the notochord which extends up- 
ward as far as the junction of the sphenoid 
bone with the basilar process of the occi- 
pital bone. Remnants sometimes exist here 
and in rare instances give rise to the tumor 
known as chordoma. More frequently such 
tumors are found at the other end of the 
axial skeleton, at the junction of sacrum and 
coccyx. Of 150 cases tabulated by Mabrey 
in 1935, 87 were sacrococcygeal, 49 cranial, 
and 14 vertebral. Of the latter, 7 were in 
the cervical region, 2 in the thoracic and 
5 in the lumbar. The first cranial cases 
were described by Virchow (1857), Luschka 
(1857), Zenker (1857) and Klebs (1864). 
The first case reported in the United States 
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pears to be that of Jelliffe and Larkin 
(1912) and in great Britain one by Burrow 


and Stewart (1923). 


To date nearly a hundred cases of cranial 
chordoma have been reported but a positive 
clinical diagnosis has been possible by bi- 
opsy only when the tumor extended into the 
nasopharynx, which occurs in 20 per cent of 
cases. The diagnosis is practically certain 
if the X-ray reveals a depression in the bone 
near the spheno-occipital junction, and if 
yentriculograms show elevation of the third 
and fourth ventricles above the base of the 
skull. The clinical picture is never com- 
pletely convincing but often extremely sug- 
gestive and is dominated by progressive in- 
volvement of cranial nerves. The common- 
est early local symptom is diplopia due to 
paresis of the external rectus and preceded 
or accompanied by localized or general head- 
ache. Other cranial nerves most frequently 
involved are the fifth and tenth, but all are 
subject to involvement, depending upon how 
far forward and backward the bone tumor 
extends. Penetration. of the tumor into the 
brain is rare. The cranial nerve involvement 
is due to the nerves being stretched by the 
tumor lifting the brain at the base. Choked 
disc is uncommon and when present occurs 
late in the course of the disease. Hemi- 
plegia and other cerebral compression symp- 
toms are also late, if present. 
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Surgical treatment has been attempted in 
several cases but usually with such poor re- 


sults that we do not regret our failure to at- 


tempt it in the present case. Even if the 
confusing pre-existing parkinsonism had not 
d«'ayed the early recognition of the tumor, 
a.d if suitable roentgenologic examination 
had revealed its site, surgery would probably 
have been futile. ; 
This case is typical of chordoma arising 
about the region of the clivus, the second 
most common localization, the most common 
one being at the sacro-coccygeal junction. 
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DR. LLOYD H. ZIEGLER, DIRECTOR OF MILWAUKEE 
SANITARIUM, SUCCUMBS TO HEART ATTACK 


Dr. Lloyd H. Ziegler, member of the 
American Neurological Assn. and Central 
Neuropsychiatric Assn., died in Milwaukee 
January 8, at the age of 52. His home was 
at 1220 Dewey Avenue, Wauwatosa, Wis- 
consin. 

He served as medical director of the Mil- 
waukee Sanitorium since April, 1942 at 
which time he succeeded the late Dr. Rock 
Sleyster, with whom he had been associated 
for five years previously. Dr. Ziegler was 
an exponent of the sterilization of the feeble- 
minded, contributor of many articles to med- 
ical publications, consultant in Mental Hy- 
giene to the U.S. Public Health Service, lec- 
turer in Psychiatry at Illinois University. 
Most recently, he was instrumental in or- 
ganizing the veterans’ rehabilitation clinic 
in Milwaukee. 


Dr. Ziegler came to Milwaukee from Al- 
bany, N. Y., where he had served as profes- 
sor of Psychiatry and Neurology at Albany 
Medical College. 
diana, received his M.D. from the University 
of Minnesota, 1920 and his graduate train- 
ing in psychiatry at St. Elizabeth’s Hospital, 
Washington, D.C. He went to the Fell Neu- 
rological at the Mayo Clinic, Rochester, 
Minn., after serving on the staff of Phipps 
Psychiatric Clinic, Johns Hopkins Univer- 
sity, Baltimore, Md. 


Dr. Ziegler was a member of the Ameri- 
can Psychiatric Association, American Neu- 
rological Association and Central Neuropsy- 
chiatric Association. He is survived by a 
widow, a brother, Major Newell Ziegler and 
a sister, Mrs. Leland Rogers. 
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Neurological Clinical Pathological Conference 


of the 
Cincinnati General Hospital 


CHARLES D. ARING, M.D., Editor 


Case No. 184649 


Presentation 


A 33 year cld colored waiter entered the 
hospital because of several spells of uncon- 
sciousness. He had been perfectly well until 
three weeks before admission when he sud- 
denly lost consciousness while at work. He 
was unconscious for two hours, but had no 
convulsive movements. Upon recovery there 
were no sequelae except rather severe occi- 
pital headaches which persisted up to the 
time of admission. A week later, while sit- 
ting in a chair he again lost consciousness 
for one hour with no convulsion. He worked 
until one week before admission when he 
developed some confusion and seemed to 
have difficulty in speaking. For two days 
he had repeated chills and seemed feverish. 
During the week before entry he ate noth- 
ing and vomited a number of times. 

There was no history of recent injury. 
The patient admitted to treatment for “bad 
blood,” but when and how much was not 
ascertained. 

On admission the temperature was 102° F, 
the pulse rate 72, and the respirations 24; 
blood pressure was 120/80. The patient was 
a well developed and well nourished man who 
appeared apathetic but not acutely ill. He 
was drowsy, but easily aroused. He ap- 
peared to understand but had motor dys- 
phasia. The patient was right-handed. The 
general physical examination -was not con- 
tributory. There were two healed scars in 
the mid-frontal and the left parieto-occipital 
regions. The pupils were equal, regular, 
5 mm. in diameter and reacted to light. Ex- 
traocular movements were normal, The 
fundi were normal. The tongue was heavily 
coated and had a fine tremor. There was 
slight right lower facial paresis. Hearing 
was unimpaired. Swallowing and gag re- 
flexes were normal. The neck was very stiff 
and the Kernig was positive. The deep 
reflexes were hypoactive and equal; the 
ankle jerks were absent, as were abdominal 
and cremasteric reflexes. The plantar re- 
flexes were flexor. Sensation was tested 


56 


crudely and pinprick was found to be ap- 
preciated. 

The patient lived eleven days. The tem. 
perature ranged between 99 and 102° daily, 
During the first few days the pulse was be. 
tween 70 and 80, but later it ran between 
120 and 160. The level of consciousness 
fluctuated considerably but gradually de. 
creased. He was always dysphasic, mum- 
bling unintelligibly in response to questions, 
On the sixth day he was delirious, and head 
and eyes were turned constantly to the right, 
The right pupil was smaller than the left 
and both reacted poorly. Spasticity of the 
left arm developed and it was maintained in 
the extended position with ulnar deviation 
of the hand. The “tone”’ of the left leg was | 
slightly increased. The deep reflexes were 
further depressed. On the day of death the 
patient seemed unable to deviate the eyes 
to the left, and now flaccid paralysis of the 
right arm and weakness of the right leg had 
developed. The patient died quietly on the 
eleventh day. 

The patient was given mepharsen and bis- 
muth the first day and sulfathiazole for one 
week. 

Laboratory Data: The red blood count 
and hemoglobin were normal, the white blood 
count was 5,000 with polymorphnuclear leu- 
kocytes 62%, lymphocytes 32%, and mono- 
cytes 697. The specific gravity of the urine 
was 1.032. All other findings were normal. 


CSF:— 
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CSF Wassermann on each of these specimens was nega 


tive. 

* Simultaneous blood sugar—105 mg. % 

On days 1 and 3, smears with methylene blue and gram 
stain showed no organisms. CSF culture, negative; Gold 
curve normal, 
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The blood Wassermann and Kahn were 
positive. The blood sulfathiazole level was 
97 to 4.1 mg.‘°. The blood culture on the 
day of death was negative. X-rays of the 
skull and of the chest revealed no significant 


findings. 
Differential Diagnosis 


Dr. Milton Rosenbaum: The history tells 
of a 33 year old colored man in good health 
until three weeks before admission, when he 
suffered sudden loss of consciousness while 
at work. In cerebral disease with acute un- 
conscious onset, one usually expects some 
type of fit. This man had no convulsive 
movements. If we did not know the rest of 
the story one probably would consider some 
type of vascular lesion. 

This man continued to work, and.a week 
later he had another attack of unconscious- 
ness. It might be noted that in epilepsy, 
loss of consciousness may occur without mo- 
tor signs; it should be emphasized that loss 
of consciousness may represent seizures. He 
again worked for a week and then noticed 
difficulty in speaking. His chills and fever 
lead to a consideration of infectious dis- 
ease. From the history alone one may note 
that the patient had acute infectious disease 
of the central nervous system with meagre 
focal signs (difficulty in speaking). 

The neurological examination was essen- 
tially normal, except for meningeal signs 
and dysphasia. The absence of ankle jerks 
might make one wonder. if he had syphilis. 
Absent ankle jerks may be present in menin- 
gitis; in any case they may not be elicited 
with the patient recumbent. The neurologi- 
cal examination and analysis of the CSF evi- 
dently led to the diagnosis of luetic menin- 
gitis, and treatment included mapharsen and 
bismuth. On the day following these ex- 
aminations the report on the CSF sugar 
returned and was 29 mg. per cent. The an- 
tiluetic treatment was discontinued, and it 
is likely that a diagnosis of tuberculous me- 
ningitis was considered, which is my diagno- 
sis also. Other laboratory work was essen- 
tially normal, except the white blood count 
of 5000. This relative leucopenia in view 
of the infectious process might be consistent 
with the diagnosis of tuberculous menin- 
gitis. 

The patient had a rather interesting 
course, the unusual aspect of the case. He 
entered the hospital with signs of meningitis 
and mild focal fmdings. Throughout the 


course of his illness his level of conscious- 
ness fluctuated, indicating acute cerebral in- 
volvement. On the sixth day, his head and 
eyes deviated to the right, probably indicat- 
ing a lesion in one frontal lobe. One doesn’t 
expect to see focal findings in tuberculous 
meningitis. The reason for focal findings 
is that in this particular process, endarte- 
ritis of the cerebral vessels may occur; also 
one may be dealing with tuberculomata. 

Where did the tuberculosis arise? There 
was no tuberculosis of the lung. The ma- 
jority of patients with tuberculous menin- 
gitis have miliary tuberculosis. Did this man 
have tuberculomata of the brain, which dis- 
integrated to give rise to tuberculous menin- 
gitis? If this proves to be the case, one of 
the lesions is in the left fronto-temporal re- 
gion. He finally developed spasticity of the 
left arm, which was maintained in the ex- 
tended position with ulnar deviation of the 
hand. This is an unusual type of spasticity; 
it seems to indicate that there was a lesion 
in the premotor region, or that deeper struc- 
tures might be involved. The tone in the 
left leg was slightly increased and there was 
mild left hemiparesis, and on the day of 
death he developed weakness of the right 
side. The march of signs indicates multiple 
cerebral lesions. 


A point about localization, in the majority 
of cases of tuberculous meningitis the proc- 
ess is most severe around the base of the 
brain, and sometimes decerebrate rigidity or 
cranial nerve involvement may be seen. This 
man had lesions over the convexity, which 
is not common. The fact that he died is in 
favor of a diagnosis of tuberculous menin- 
gitis. However, the course was rapid and 
for a person previously healthy it seems a 
bit too rapid. 

The CSF here is classically that of tuber- 
culous meningitis. The slightly yellow fluid 
may be accounted for by the increased pro- 
tein. The lymphocytic predominance is typi- 
cal. The CSF sugar in tuberculous menin- 
gitis is usually lower, except in the begin- 
ning of the disease. Why the final. sugar 
determination was 71 mg.%, I do not know, 
unless the patient had been receiving glu- 
cose. The CSF chlorides support our diag- 
nosis. 

What is the differential diagnosis on the 
CSF? Could he have had luetic meningitis? 
He did have syphilis. The negative CSF 
Wassermann would mitigate against this di- 
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agnosis. The CSF studies point strongly 
toward tuberculous meningitis (low sugar 
and chlorides); one might consider yeast 
meningitis, but the course seems too rapid 
for that. I think this man had tuberculous 
meningitis with most of the exudate over 
the convexity. There is also the possibility 
of tuberculoma formation within the brain. 


Clinical Diagnosis 


Tuberculous meningitis 
Tuberculoma in the left fronto-parietal re- 
gion associated with venous thrombosis. 


Doctor Rosenbaum’s Diagnosis 


Tuberculous meningitis 


Tuberculoma in left fronto-temporal region. 
Tuberculous endarteritis of cerebral vessels. 
Anatomical Diagnosis 
Tuberculous meningoencephalitis (tubercle 

formation in the Sylvian fissure, throm- 

boarteritis and thrombophlebitis). 
Active fibrocaseous tuberculosis of the right 

suprarenal gland and prostate. 

Arrested fibrocaseous tuberculosis of the 
bronchial and mediastinal lymph nodes. 
Active miliary tuberculosis of spleen, liver, 
and pancreas. 
Lobular pneumonia. 


Discussion of Pathology 


Dr. I. Mark Scheinker: The dura was 
found to be tense. The convolutions of the 
brain were flattened. There was a thick 
whitish-yellow exudate which obscured the 
inferior surface of the brain in the region 
about the optic chiasm. This exudate ex- 
tended forward over the inferior surface of 
the frontal lobes, and laterally via the Syl- 
vian fissures. The exudate was thicker on 
the left than on the right, and one could see 
small tubercles, particularly about the Syl- 
vian fissures. Accumulations of exudate fol- 
lowed the majority of the sulci over the dor- 
sal surface of the cerebral hemispheres. The 
diagnosis after gross examination was tu- 
berculous meningitis. 

Microscopically there was seen conglome- 
rate tubercle formation in the leptomeninges 


about the Sylvian fissure. The masses were: 


composed of small tubercles surrounded by 
an area of lymphocytic infiltration. The 
subjacent cortical tissue disclosed changes 
typical of encephalitis. The majority of the 
cortical blood vessels were surrounded by 
accumulations of lymphocytes; in addition 
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there was a diffuse proliferation of mic 

glial and macroglial elements. The sa 
cells were severely damaged or completa 
destroyed. Diffuse inflammatory changes : 
the leptomeninges and cortical ribbon eg 
to be seen in all sections. In sections tale 
from the paraventricular region there ee: 
changes characteristic of an acute ventrieu 
litis, associated with an early stage of epen. 
dymal granulation. ; 


In all sections there were seen widespreag 
vascular changes, typical panarteritis,. On} 
a few smaller veins appeared occluded } 
thrombi. There were no areas of softening 
of the nervous parenchyma. : 

What is the explanation for the Clinical 
symptomatology which seems to be some. 
what atypical for tuberculous meningitis: 
the cerebral localizing signs, the slow eyo. 
lution, and the absence of acute symptoms 
of meningitis in the first 214 weeks of the 
illness? I think the findings in the central 
nervous system elucidate this question. 

Tuberculous infections of the central ner. 
vous system occur chiefly in two forms: as 
tuberculous meningitis, or as solid lesions 
termed tuberculomata, which are usually 
confined to the parenchyma. Less typical 
are such changes as were seen in this case: 
meningeal tuberculosis associated with a tu- 
berculous meningoencephalitis. For reasons 
that are poorly understood these meningeal 
granulomas are sometimes confined to a spe- 
cial part of the brain, as for instance in our 
case, to the peri-Sylvian region. Clinically 
they may be characterized by localizing 
symptoms and the absence of acute menin- 
gitic phenomena. The subjacent nervous 
tissue of this patient showed marked signs 
of encephalitis which certainly contributed 
to the motor aphasia. Only 214 weeks after 
the onset occurred was the phase of gener- 
alized meningeal spread indicated by chills, 
fever, fluctuating level of consciousness, and 
finally by coma. 


One might reconstruct the following se 
quence of pathologic events: conglomerate 
tubercle formation within the leptomeninges 
of the left Sylvian fissure associated with 
an encephalitic process of the subjacent cor- 
tical ribbon, followed 214 weeks later by 
diffuse spread of the infection throughout 
the leptomeninges. 

Dr. Marian A. Blankenhorn: Could this 
unusual form and course of the pathologie 
process be explained by the fact that the 
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lungs were spared from an active tubercu- 


lous process? | 

Doctor Scheinker: I do not think that 
such a correlation has been investigated. 
The spread of a pathologic process from the 
jung to the brain results usually in acute 
clinical signs. It is possible that lack of pul- 
monary involvement may have contributed 
to the atypical course. 

Dr. Eugene B. Ferris: Is the vascular in- 
volvement in the form of panarteritis any- 
thing peculiar, or is it a common lesion seen 
in proximity to tuberculosis? 

Doctor Scheinker: It is rather common. 
It is considered to be a specific finding of 
tuberculous meningitis. We recognize tu- 
perculous meningitis by these vascular le- 


sions. 
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Dr. Ralph Johansmann: The arteritis and 
phelbitis seemed a bit more severe than I 
had previously seen, in fact, in the sections 
that I examined there was extensive throm- 
bosis of surface veins and arteries. As for 
the exudate, I do not see how one can deter- 
mine that it started in the leptomeninges 
and spread downward, since it appears to be 
the same age throughout. The reaction that 
one sees in the cortex might well be the re- 
sult, I think, of the phlebitis and arteritis. 
The thrombotic process extended into sub- 
pial tissue, the reaction extended deeper. 

Doctor Scheinker: I think that the ab- 
sence of softening or infarction of the brain 
is against a purely vascular explanation for 
the involvement of cerebral cortex, as is al- 
so the evidence that an inflammatory proc- 
ess involved the cortex. 
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ANNOUNCEMENT OF MENTAL 


HYGIENE MEETING 


The Twelfth Annual State Conference of 
the TEXAS SOCIETY FOR MENTAL HYGIENE 
will be held March 8 and 9, 1945, at Austin, 
with General Headquarters in the Driskill 
Hotel. 

General Conference themes will be “Men- 
tal Hygiene in Everyday Living,” and “De- 
veloping a Mental Hygiene Charter for 
Texas.” 

Because the 49th Texas Legislature will 
be in session at the time of the Conference, 
a shortage of hotel space is anticipated. 
Therefore, you are asked to stay with 
friends in Austin, if possible, or to reserve 
hotel space in groups of three and four. 
Single rooms will not be available. 





SCAN 1,200,000 4FS IN PSYCHIATRIC 
STUDY 


Colonel Samuel I. Kopetzky, chief medical 
officer for Selective Service in New York 
City, made public the fact that intensive 
studies are being made of the approximately 
1,200,000 men rejected by the armed forces 
for neuropsychiatric reasons, in the New 
York area. This total represents 30% of 
the 4,000,000 4Fs in the United States, and 
the local study is proposed to be extended 
throughout the country. 


Colonel Kopetzky disclosed that the prob- 
lem ‘of mental health never had been at- 
tacked on so wide a scale in this country be- 
fore. For the last two months the New York 
Selective Service have been delving into the 
records of 10,000 rejectees between the ages 
of 18 and 23, the great majority of whom 
were turned down for reasons of a mental 
nature. A sample group of 500 men has 
been selected and case histories ‘‘as far back 
as infancy” are being worked up to discover 
what behavior patterns stand out and at 
what point a deviation from the norm can 
be established. | 

A report, when completed, will be turned 
over to the National Committee on Physical 
Fitness, Washington, D. C. 





CITES AMPUTEE PROBLEM 


Ninety per cent of the problem of read- 
justing the “amputee” is a mental problem, 
Brig. Gen. Ralph G. DeVoe, commanding 
general of Halloran General Hospital, de- 
clared recently in a meeting concerned with 
the problem of the returning veteran. 

The Army tries to bring home to the dis- 
abled veteran, General DeVoe said, that he 
is “a being whose future destiny is in his 
own control.” While a period of readjust- 
ment is necessary, the loss of a leg or arm 
or both need not divert him from the goal 
he had in life before he entered the Army. 


59 





ay 


DISEASES OF THE NERVOUS SYSTEM FEBRUARY 


‘Don’t approach the problem of the am- On the Executive staff are: Director Rob. 
putee by saying that he hasn’t lost any- ert V. Seliger, M.D.; Director of Editor; : 
thing,” said the general. ‘“‘He’s been through and Educational projects, Robert M Linge 
a bitter experience.” ner, Ph.D.; Director of Clinica] Tnvelall ‘ 

He recommended a good cry, “but not too tors, Lawrence F. Woolley, M.D.; Direct 
long,” as a starting point and as a release of Scientific Investigators, Victoria Craig 
for pent-up emotion. “Then let him face his ford. 
handicap and you face it with him.” At the first institute held September 24th, 
1944, under the auspices of this commit 
speakers and discussants concurred that a] 


THE NATIONAL COMMITTEE ON coholism is definitely a major health ol 
ALCOHOL HYGIENE, INC. lem, directly and indirectly affecting the 
This organization has been formed by lives and well-being of many other indivig. 
prominent workers in the field of neuropsy- uals; and that this problem needs to be met 
chiatry for the purpose of disseminating by vigorous nation-wide, concerted scientific 
scientific information to the public through prophylaxis and diagnostic-treatment fagjj. 
various educators on the subject of alco- ities. To this end, The National Committee | 
holism with the primary view of educating on Alcohol Hygiene, Inc., is cooperating with 
individuals and the community about alco- other groups in the country who have simi. | 
holism—as distinguished from social drink- lar purposes. 
ing—and the significance of this medical- National Headquarters and Editorial Of. 
psyhiatric problem in its effects on, and re- fices of The National Committee on Alcohol | 
lation to, both the individual and the com- Hygiene, Inc., are 2030 Park Avenue, Balti- 
munity. more (17), Maryland. 
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Book Reviews 


DYNAMIC ERA OF COURT PSYCHIA- to be sound and fruitful and the Institute 
TRY, 1914-1944. Report of Psychiatric and the Municipal Court of Chicago can be 
Institute of the Municipal Court of Chi- justly proud of their accomplishments dur. 
cago, Chicago, Illinois. ing the past thirty years. 

This pamphlet is a report of thirty years STEPHEN WEISZ, M.D, 
operation of the Psychiatric Institute of the Galveston, Texas. 


Municipal Court of Chicago. In modest ee tae 
spirit the authors have formed an evaluation THE LOST WEEKEND. By Charles Jack- 


of the work done by the organization de- son. Farrar and Rinehart, Inc., publish- 
spite limited means, its contribution to mu- ers, New York, 1944. 244 pp. 
nicipal welfare and the possibilities ahead This book, although fictional, describes 
with expanded facilities and adequate staff. with remarkable detail and accuracy the 
Originally founded in 1914 as the Psycho- psychology of a week-end debauch in a 
pathic Laboratory, it became a part of the chronic obsessive-compulsive alcoholic. The 
‘Municipal Court except for a period from emotional reactions, the fantasy formations, 
1925-1932 when it came under the jurisdic- the self-excusatory, self-condoning thinking, 
tion of the Chicago Health Department. Its the compensatory rationalizations, and the? 
scope of activity is not limited to criminal threatening instances of self-realization and | 
cases for others are referred by various city insight are all well portrayed to give the 
agencies and families and friends of pa- reader a significant appreciation of the sub 
tients. It functions primarily as a diagnos- jective psychological forces at play during. 
tic clinic and its recommendations are given an alcoholic debauch. The book is strong 
much weight. Its case load is extremely recommended for both lay and professiona 
high. In 1943 alone its staff examined 2664 reader and could well be used as a reference 
new cases and 6603 people were seen in con- for those interested in the problem of the: 
nection With them. psychology of the alcoholic patient. 4 
Although there are problems still await- MILTON H. ERICKSON | 
ing solution the fundamental idea has proved Eloise, Michigan. d 
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